INTRODUCTION
T he parameatal cyst (PMC) was first described in 1956 by Thompson and Lantin. These cysts are usually asymptomatic, but in long-standing cases, they produce a variety of urinary symptoms, especially in adults. [1] Surgery is performed in children to restore the good cosmesis of the genitalia. Although needle aspiration, simple de-capping, and marsupialization have been reported, complete excision of the cyst is the treatment of choice. We present our experience of five cases of PMC.
CASE REPORT
Five patients presented with cystic swelling over the glans penis near the external urethral meatus. The clinical symptoms and the position of the cysts in relation to the meatal opening were not similar to each other [ Table 1 ]. In all patients, there was no history of trauma or inflammation at the site of the cyst. The cysts were nontender. They were neither progressive nor regressive in nature. The diagnosis of PMC was made on clinical examination. There was no improvement or increase in the size of the cyst in our patients. Blood counts, blood chemistry, urine analysis, and urine culture were normal in all patients.
inflammation, but it does not explain the etiology of congenital PMC. [2] Other postulations are occlusions of paraurethral ducts, presence of accessory male sex glands in the penile urethra, and inadvertent estrogenic stimulation. [3] The size of the cyst varies from 2 to 10 mm. It occurs on the lateral margin of the external urethral meatus. Unilateral cases of PMC are usually asymptomatic. Parents usually seek treatment for the poor cosmesis of the genitalia of their children. Sometimes, it develops on both sides of the meatus which produces a variety of symptoms such as dysuria, difficulty in urination, and acute retention. [4] Most of the PMCs in pediatric age group can be diagnosed by physical examination alone. In adults, a prolapsing ureterocele or a urethral duplication may present with a paraurethral swelling where full urological examination is necessary. [5] In our patients, physical examination alone was adequate to make the diagnosis. Apart from traumatic bleeding and infection, spontaneous rupture of the cyst may occur in the long-standing cases. Thus, management is initiated without any delay after the diagnosis. The management of choice for PMC is complete excision. However, needle aspiration, simple de-capping, and marsupialization have also been reported. [6] However, satisfactory cosmetic results may not be obtained with aspiration and marsupialization of the cyst. [7] We achieved very good cosmetic results with complete surgical excision of the cysts. The cyst wall lining varies according to the segment origin of the urethra of the lesion, and it may be by columnar, cuboidal, squamous, or transitional epithelium. [8] The lining epithelium does not have any role in the management and recurrences. In our patients, the cysts were lined by tall columnar, transitional, and pseudo-stratified epithelium. Recurrences are mostly related to spontaneous rupture, needle aspiration, simple de-capping, and marsupialization.
CONCLUSION
Unilateral PMC does infrequently produce symptoms. Most of them seek a physician because of a poor cosmesis. Clinical examination is adequate to make diagnosis, and thorough urological investigations are unnecessary. Early surgical excision is imperative to prevent recurrence as well as to get good cosmetic results and to avoid unnecessary complications.
